Purpose of the Study: Although advance care planning (ACP) is designed to promote person-centered end-of-life care, the principles underpinning it are at odds with the values and norms of many American Indian/Alaska Native (AI/AN) communities, contributing to low rates of ACP among AI/AN elders. The purpose of this study was to explore the apparent tension between Western approaches to end-of-life care, including its emphasis on ACP, and the expectations and wishes of one community of AI elders, in hopes of informing more culturally appropriate approaches to planning for end-of-life care. Design and Methods: About 20 tribal elders living on a Great Lakes reservation participated in semistructured, face-toface interviews. Participants were recruited through convenience and snowball sampling techniques. The interviews were analyzed using an inductive thematic analysis approach. Results: Despite seeing little need for ACP, the elders were generally open to discussing the care they would want at end of life. Many were readily able to describe their wishes for a peaceful death and had already developed funeral and burial or cremation plans. Although establishing one's individual legacy was not a salient end-of-life concern for the elders, several found meaning in describing their contributions to preserving their families, the community, and their cultural lifeways. Implications: A lack of formal ACP within AI/AN communities does not necessarily reflect a cultural aversion to discussing preferences for end of life. Efforts to increase ACP in tribal communities would likely be enhanced by acknowledgment of the spiritual and cultural significance of death and dying for many AI/AN individuals.
In their seminal work, Awareness of Dying, Glaser and Strauss (1965) described mainstream U.S. perspectives on death as "paradoxical" (p. 3), observing that American society is simultaneously both fixated on death and death avoidant. They asserted that preoccupation with death is apparent in U.S. media coverage of mass casualty events, whereas death avoidance is evidenced by a widespread reluctance to candidly discuss the actual process of dying. This avoidance, sometimes referred to as a "death taboo," is commonly cited as a barrier to advance care planning (ACP). ACP is a process during which individuals clarify and discuss the health services they would want to receive in the event that they were too ill to communicate their wishes (Rogne & McCune, 2014) . Proponents of ACP emphasize that discussing and documenting one's preferences for endof-life care enables individuals to retain their autonomy in the event of serious illness or injury, allowing them to influence their medical treatment even after they have lost the ability to communicate with health care providers (Hawkins, Ditto, Danks, & Smucker, 2005) . Without planning ahead, seriously ill patients may receive care inconsistent with their values and wishes, and patients' families may experience significant stress and conflict in the absence of guidance regarding health care decision-making (Tilden, Tolle, Nelson, & Fields, 2001) .
Although not a vital component of ACP, discussion of one's desired legacy often arises during planning for end of life. Some ACP guides specifically encourage this focus. For example, Aging with Dignity's (2015) Five Wishes suggests that completing the following statement might prompt meaningful reflection and discussion: "If anyone asks how I want to be remembered, please say the following about me: _________." In addition, a number of legacy-focused activities have been developed into formal interventions for individuals with life-limiting illnesses and their family members, generating promising results in terms of their ability to enhance a sense of meaning and purpose among participants (Fitchett, Emanuel, Handzo, Boyken, & Wilkie, 2015) . Documents called advance directives, which include written statements of a person's wishes for end-of-life care and/or designation of a surrogate decision-maker for health care, are often developed as part of ACP (Hammes & Briggs, 2007) . Although it is estimated that just over half of Americans aged 65 and older have advance directives (Rao, Anderson, Lin, & Laux, 2014) , advance directive completion is decidedly less common among racial and ethnic minorities (Kwak & Haley, 2005) . This disparity is thought to be due in part to a discordance between the values and norms of minorities communities and those of the general population (Johnstone & Kanitsaki, 2009 ).
American Indians/Alaska Natives, Aging, and Health
Nearly 5.4 million Americans identify as American Indian or Alaska Native (AI/AN), either alone or in combination with at least one other racial group. Representing 567 federally recognized and over 200 nonfederally recognized tribes (Bureau of Indian Affairs, 2016), the AI/AN population is decidedly diverse and individuals of AI/AN heritage vary widely with regard to the extent to which they retain and practice traditional cultural values and norms (Purnell, 2014) . As is the case with other racial and ethnic groups in the United States, the AI/AN population is aging. Approximately 493,000 AI/ANs (just more than 9%) are 65 years of age or older (U.S. Census Bureau, 2014). That number is projected to grow to 657,000 in 2030 and 996,000 in 2050, respectively (Ortman, Velkoff, & Hogan, 2014) .
Taken as a whole, AI/ANs experience lower health status than other Americans, including a lowered life expectancy (4.4 years fewer than the general U.S. population) and higher rates of chronic disease (Indian Health Service [IHS], 2016) . AI/ANs have disproportionately high rates of death from chronic liver disease, diabetes, unintentional injuries, cancer, assault/homicide, suicide, and respiratory diseases (IHS, 2016) . They experience barriers to accessing health services such as discrimination, inadequate transportation options, limited specialty care, and an underfunded IHS, which provides care for roughly half of the AI/ AN population (Domer & Kaur, 2008) . In addition, significant outward migration has resulted in a caregiving deficit in many AI/AN communities (Garrett et al., 2010) . As a result, older AI/ANs are increasingly likely to be geographically separated from adult children who might otherwise take an active role in coordinating health services and managing the day-to-day realities of advanced illness, disability, and death.
Indigenous Perspectives on Death
Many Indigenous people view death as a natural part of life (Hampton et al., 2010) . This view is at odds with more mainstream U.S. perspectives which, having been greatly influenced by medical advances, tend to conceptualize death as a failure of health care and its myriad technologies (Zimmermann & Rodin, 2004) . Among the Ojibwe tribe of AIs, life and death are traditionally viewed as different points on a continuum of spiritual existence (Palmer & Palmer, 2006) ; hence, dying is thought of as "passing over" as opposed to "passing away" (p. 223). As death approaches, access to the spiritual world increases, and perceptions or reports of contact between dying individuals and their deceased ancestors are not uncommon, often bringing about a sense of peace within the dying person (Palmer & Palmer, 2006) . Traditional Ojibwe end-of-life care attends to the dying person's physical, emotional, and spiritual suffering; and acceptance of death as the spirit's journey home is a goal. In this way, death is a primarily spiritual event and care is holistic rather than overly focused on medical interventions, which are often central to mainstream end-of-life planning.
Despite the high prevalence of advanced age and serious illness among AI/ANs, little is known about their endof-life wishes, creating the potential for suboptimal care and the provision of inappropriate services (Colclough & Brown, 2014b; Schrader, Nelson, & Eidsness, 2009 ). Although few studies have been conducted on the topic to support broad conclusions and the vast diversity within the AI/AN population limits the generalizability of existing evidence, a small body of research sheds some light on the end-of-life expectations and wishes of AI/AN individuals. It is known, for example, that AI/ANs are likely to want to spend their final days with family and close friends and to be free of pain and connections to machines designed to artificially prolong life (Schrader et al., 2009 ). Feeling at peace spiritually, being accepting of death, and connecting with nature are also likely to be highly valued among AI/ ANs nearing the end of life (Colclough & Brown, 2014a) . Western values such as individual autonomy and a desire for control over the dying process, which have powerfully shaped planning for end-of-life care in the United States (Johnstone & Kanitsaki, 2009) , stand in stark contrast to traditional Indigenous views of death as natural and of the family and community as prioritized over the individual (Hampton et al., 2010; Purnell, 2014) .
Purpose of the Study
The AI/AN population is aging with significant chronic disease burden, whereas experiencing numerous barriers to person-centered, culturally appropriate end-of-life care. Although, in theory and design, ACP programs and policies promote person-centered end-of-life care, the principles underpinning ACP as it is currently conceptualized are at odds with the values and norms of many AI/AN communities, contributing to low rates of ACP among AI/AN elders. In the study described herein, we explore the apparent tension between Western approaches to end-of-life care, including its emphasis on ACP, and the expectations and wishes of one community of AI elders. Specifically, we describe how the elders envision the end of their lives, their current practices and attitudes toward ACP, and their wishes with regard to how they will be remembered after death.
Design and Methods

Recruitment and Participant Characteristics
About 20 tribal elders living on one Ojibwe reservation in the Great Lakes region of the United States participated in this qualitative descriptive study, which was approved by the tribal elder board and the University of Kansas Institutional Review Board prior to participant recruitment. The first author, an American Indian researcher, recruited all participants in partnership with the reservation's elder meal site coordinator, resulting in a sample acquired by both convenience and snowball sampling techniques. Of the 20 participants, 14 were female (2 married; 12 single, widowed, or divorced) and 6 were men (1 married; 5 single, widowed, or divorced). They ranged in age from 56 to 90 years, with an average age of just more than 70 years. All reported having grown up on a reservation and resided on or near this Ojibwe reservation at the time of the study.
Data Collection
Each participant took part in an in-depth, semistructured, face-to-face individual interview conducted by the first author in a quiet, private space, usually in the elder's home. The interview guide covered a wide range of issues related to health and well-being. To focus the discussion on end-of-life concerns, participants were asked questions such as, "Have you thought about your own death"? and "What do you think your legacy is"? All interviews were audio-recorded in their entirety. In addition, the interviewer kept detailed field notes regarding the research process and observations about the interview questions and responses. Most interviews (17 of 20) lasted between 1 and 2 hr, 2 interviews lasted between 2 and 3 hr, and 1 interview lasted approximately 5 hr. Overall, the average interview length was 110 minutes. Longer interviews provided participants with an opportunity to share more detailed and in-depth stories related to the interview questions. As a token of gratitude for their participation, the elders received $25 each. Because there are limited options to use gift cards on or within reasonable distance of the reservation, especially when considering limited access to transportation, these payments were made in cash, allowing participants the freedom to use the money however they saw fit.
Data Analysis
Following procedures detailed by Braun and Clarke (2006) , we used inductive thematic analysis techniques to identify, analyze, and report patterns within the data. To begin this process, the interviews were transcribed verbatim by a third party. The first author ensured the accuracy of all transcribed data by simultaneously listening to the audio-recorded interviews and reading the transcribed content. During this process, she extracted all data pertinent to the study purpose and created a data set for subsequent analysis, including relevant field notes created during the data collection phase. Next, both authors reviewed the data set, creating memos describing our initial impressions and noting areas for additional exploration. Then, we met to generate an initial list of codes (e.g., "spiritual perspectives on death and dying and caregiving as a community norm") that could be used to label the data. Over a series of faceto-face meetings, we coded the full data set together, first identifying data segments (typically several lines of transcribed text) deemed to be germane to our study purpose, and then labeling the data segments with existing, refined, or newly created codes. We then sorted all coded data into broader themes. For example, data labeled with the codes "no formal planning, caregiving as a community norm, and go with the flow" ultimately comprised the theme "little need for formal planning." We ensured that the themes represented the full range of variation in the participants' experiences. In addition, we aimed to satisfy Patton's (1990) dual criteria for creating themes: internal homogeneity (i.e., data informing each theme cohere in a meaningful way) and external heterogeneity (i.e., clear differences between themes are evident). Finally, we defined and named each theme by discussing the "story" that each theme told and considering how it fit into the overall "story" the elders had shared.
Methods to Enhance Rigor
We employed strategies recommended by Lincoln and Guba (1985) to enhance the rigor of our study. With regard to credibility, the first author, who recruited and interviewed all the study participants, established prolonged engagement in the community from which our sample was recruited. In addition to having collaborated with other AI researchers on projects in this community, she lived on the Ojibwe reservation for 3 weeks during the recruitment and data collection phases of this study, dining at the elder meal site, and spending her days learning about the community and its people. At regular intervals, she took part in peer debriefing, discussing her experiences, and reviewing her field notes and early impressions via phone with other scholars, including those who were familiar with AI/AN culture and those who were not. To ensure that others would be able to determine the extent to which the conclusions drawn from our findings were transferable to other contexts, we provided "thick" description of the elders' experiences and interpreted their experiences within their specific social and historical contexts. To address dependability, both authors were involved in all phases of data analysis. Differences in analytic decisionmaking were resolved through discussion and exploration of one another's perspectives, enhancing the likelihood that our study findings would be well supported by the available data. Finally, to ensure the confirmability of our study findings, we maintained a shared data file containing original audio-recordings of participant interviews, original and coded transcripts, and memos regarding theme development, creating an audit trail documenting all aspects of the research project.
Results
We identified five themes that collectively described the elders' expectations and wishes for the end of their lives, their attitudes and practices related to ACP, and their wishes with regard to how they would be remembered after death: (a) little need for formal planning, (b) openness to advanced care planning, (c) importance of funeral and burial planning, (d) desire for a peaceful death, and (e) reframing legacy. Each theme is described in detail below, along with illustrative participant quotations that have been edited to remove utterances such as "um" or "you know" for readability and clarity (all omissions are denoted using ellipsis points). To provide important context for participant quotations and to acknowledge that qualitative data are cocreated by study participants and researchers (Holstein & Gubrium, 1995) , data segments provided by both elders (E) and the first author/interviewer (I) are provided in some instances.
Little Need for Formal Planning
With few exceptions, the elders did not express anxiety about the end of their lives. Many were living with chronic illnesses and had survived multiple traumas. A few reported near-death experiences. Nearly all had extensive experience with health care systems including a home-based service on the reservation and a larger hospital-based system in a city a couple of hours away. Despite the seriousness of these issues and frequent dissatisfaction with health care services, the elders had persevered and been supported by family and their tribal community. Thus, when asked about care at the end of life, many saw little need for formal planning, believing, as one participant stated, "It will work itself [out] ." For one elder, this belief was closely connected to his spirituality, as illustrated in the exchange below:
I: If there was ever a time when you couldn't take care
of yourself, what would you do? E: Well, I'm going to go sometime before that. I will go in a good way … I: You'll ask [the Creator] to go before that? E: Oh, yeah, my parents did …. My dad died first. He told me he was going …. He says, "I hear that wind blowing. It's not going to be too long from now." But he was good and healthy, and I thought he was in good shape. And I said, "Dad, don't be saying that." "Oh," he said, "I know." He knew.
For this elder and others who had traditional spiritual teachings, there was a belief that one will know when the end is near and will be able to call upon the Creator or recognize signs from nature that alert them that they are going to die. This local and cultural perspective differs considerably from that of the majority culture, which tends to conceptualize death as a medical event (often a failure of medical technology) for which individuals should plan ahead, given its unpredictable nature. For others, a plan to "go with the flow" rather than plan for care in later life arose from the view that caregiving is embedded in the culture, rather than something to be planned for. When asked who she would want to help if she needed assistance with activities of daily living, an elder explained, "Somebody would [help me]. My sister would or my daughter would." Another elder discussed having recently fallen in her garage. She was badly injured and unable to call for help. Although she lived independently and did not have biological children of her own, she was fairly quickly discovered by her nephew who regularly stopped by to check on her. Other elders described having received considerable support from the community during times of illness or family crisis. For these elders, caregiving activities were not separate from regular interactions among family and community members. For generations without formal planning, this community had cared for its elders, a pattern the elders expected would continue into the future.
Openness to Advance Care Planning
Seeing little need for ACP, none of the elders reported having formally documented their wishes for end-of-life care. However, a lack of formal planning for end-of-life care did not necessarily reflect a resistance to ACP. Although one elder preferred not to discuss her own dying process, stating "I don't want to think about it," the remaining study participants seemed open to such discussions. When asked about his end-of-life wishes, one man acknowledged a need to begin thinking about specific health care choices; however, he did so while laughing, presumably at the realization that he had not given the issue much thought: With one exception, the elders did not express an aversion to talking about death. To the contrary, they were at ease discussing the many deaths and losses they had experienced in their lives and responded without objection to very direct questions about their own end-of-life expectations and wishes. Although the quotations provided here reveal a lack of thinking about end-of-life care and a need for education about the ACP process, they also reveal the elders' openness to thinking about, discussing, and documenting information about the care they would want at end of life.
Importance of Funeral and Burial Planning
Further evidence of the lack of death aversion among elders in this community can be found in the detailed descriptions they provided of their funeral and burial or cremation plans. Despite not being specifically asked about these types of plans, many elders responded to questions about "end-of-life care" by talking about what would happen after they died. Like several other elders, one woman was able to cite specific details about her plans, even reporting the exact dollar amount of her life insurance benefit: Another elder had even given thought to the type of coffin he would like: "I've already told my son, "Put me in a pine box. I don't believe in wasting all that money for funerals." I told him I even want him to build the box." A number of community-level factors provide important context to these elders' perspectives. First, the elders described numerous deaths of individuals both young and old on the reservation and explained that, in this tight-knit community, people attended funerals frequently; thus, they were highly familiar with how funerals worked, and they understood which decisions needed to be made. They had also given careful thought to the financial consequences of their choices, an important consideration in a community such as this one with very high rates of poverty. By paying for funeral-related expenses ahead of time and choosing low-cost options for burial, the elders were able to avoid burdening their surviving family members who may have been struggling financially.
Other elders indicated that it was important to make plans for after death to ensure that their wishes were clear with regard to cultural practices, particularly given their spiritual significance. One woman who, like many people living on the reservation, both identified as Catholic and practiced traditional Indian spirituality, explained the following: Like this woman, several elders had carefully considered the spiritual ramifications of their funeral and burial or cremation choices. Intertribal marriages and decisions regarding where individuals would be laid to rest (and, thus, where they would spend the afterlife) were openly acknowledged as spiritually significant matters, a reality with which the elders, their children, and the broader community were readily familiar.
Desire for a Peaceful Death
When the elders focused on their preferences for care provided to them before death, they often spoke about "peace" and expressed a desire for "a peaceful death." For some, this meant the absence of suffering. One woman explained, "Sometimes I wonder. I think that with all the hardships I have had and all the pain I have suffered, I pray sometimes that I don't suffer through [death] . Just take me fast." Others emphasized the importance of not being afraid during the dying process. One man, a spiritual leader in his community, described the peace he felt when he thought about his own death: Although not specifically discussing ACP, some elders made reference to specific medical interventions they did not view as compatible with a peaceful death. For example, one woman stated:
I would just want to die if I'm sanctioned to die and I have to go. [If] it's my turn, don't hook me up to a machine. Just let me go because that's the natural way …. Don't try to shove tubes in me because I've lived a good life so far …. To me, I've served my purpose here on earth already.
As opposed to discussing specific medical interventions, most elders tended to talk about their desired quality of life in their final days. Not being a burden on others was commonly cited as important. Upon being asked if she hoped she would live a long life, one woman responded, "No… I don't want to be a burden …. I think about that. I don't want people putting them[selves] out."
The elders described how important it was to them that they have peace in their dying process and in their relationships with others. They hoped to die a natural death, free of unnecessary medical intervention. They valued their dignity and quality of life when they envisioned their final days and hoped to avoid creating additional burden for their families.
Reframing Legacy
All the elders were given the opportunity to reflect upon and discuss their legacy. For some, the concept of legacy did not seem to resonate. Following interviews with these elders, the researcher's field notes indicated that the concept of legacy failed to "gain traction." This was true for the man who participated in the exchange below:
I: What do you think your legacy is? E: My legacy? …. I: What do you think you've contributed to this life? E: Absolutely nothing. I: No? E: That's for presidents, ministers.
Other elders described their roles as cultural transmitters, individuals who kept alive and passed along important elements of their culture to their children and future generations. One woman described how her grandchildren enjoyed listening to her share stories and pass along lessons from the old days. Her grandson had purchased a journal and asked her to write down her stories so they could be shared with future generations. Another woman, a talented seamstress, shared the following:
I think my contribution to life is that I have taught people things, like my sewing, crafts, and that sort of thing. The gift that I was blessed with I shared. I think that is part of my legacy. I try to teach my kids and grandkids to be proud of their culture, never to deny who they are -to stand up and be proud of that part of their life. That I would help anybody that needed help if I could; that is part of my legacy …. You know, sometimes I see a little kid at pow-wow and they will be all pitiful. They will be out there with no outfit or nothing. I always tell them to come and see me. [I tell them], "Next year you will be out there with an outfit." I will do it for them, because if that is what they want to do, then I will dress them up. That is giving part of their culture to them.
Rather than listing individual accomplishments, elders either denied they would leave behind a legacy or shared how their lives had been useful to others, particularly to the health and continuation of their community and culture. These responses reflect a high degree of humility and focus on the needs of the community above the individual, values which may resonate much more strongly with AI individuals than those identifying with the majority culture, which tends to emphasize self-sufficiency, competition, and achievement of individual goals.
Discussion
Despite an aging population and disproportionately high rates of chronic illness and disability (IHS, 2016) , research suggests that ACP has not been widely adopted in AI/AN communities (Schrader et al., 2009) , due in part to an incongruence between traditional cultural values and those underpinning Western medicine. In exploring the apparent tension between mainstream approaches to end-of-life care and the expectations and wishes of one community of AI elders, we found that, despite seeing little need for formal end-of-life planning, elders were generally open to thinking about, discussing, and documenting the care they would want in their final days of life. Many were readily able to describe their wishes for a peaceful death and had developed funeral and burial or cremation plans. Consistent with prior research with Indigenous people (Colclough & Brown, 2014a; Hampton et al., 2010; Schrader et al., 2009) , elder participants in this study tended to view death as natural and wished to avoid attempts to artificially prolong life when death is near. They expressed a desire for a death that was pain-free and dignified, and they hoped to have their personal relationships and financial affairs in order when they died.
Although establishing one's individual legacy was not a salient end-of-life concern for the elders, several found meaning in describing their contributions to preserving their families, the community, and their cultural lifeways. Important here is the historical and contemporary social context affecting many AI/AN communities. As a result of centuries of atrocities against AI/ANs, including forced relocation and assimilation, many traditional lifeways are at risk of dying out; thus, cultural preservation is a highly valued collective goal (Spring, 2016) . Rather than adopting a fully Western conceptualization of legacy, the elders reframed the construct in a way that had meaning and relevance for their culture and community.
The findings of this study have implications for efforts aimed at promoting ACP in tribal communities. Unlike mainstream American culture, which tends to value independence and personal responsibility (Johnstone & Kanitsaki, 2009 ), interdependence and familial obligations are fundamental tribal values (Goins et al., 2011) . Thus, the belief that caregiving is embedded in the community and not something to be pre-arranged may be widespread among AI/AN people. Many of the elders in this study were themselves in caregiving roles and described this as a natural extension of their membership in the community. Demographic trends suggest that this reality may be changing for many individuals living on reservations, however. Significant outward migration has resulted in a caregiving deficit in many AI/AN communities (Garrett et al., 2010) , and many elders now live substantial distances from their adult children and others who might be expected to provide support or be aware of and communicate the elder's wishes for end-of-life care. Moreover, younger AI/ANs moving away from tribal communities may, in some respects, also be moving away from the AI/AN cultural domain and may be more likely than their elders to approach ACP in a manner consistent with the mainstream culture. This suggests a potentially greater need for ACP, including designation of a proxy decision-maker for health care and candid discussion about specific health care interventions, than in previous generations. The fact that many elders indicated that they had made funeral and burial or cremation plans but had not documented their wishes for health care at end of life suggests an interesting opportunity. Perhaps, funeral homes and churches would prove more valuable partners in ACP promotion efforts in AI/AN communities than major health care systems located potentially hours away. Another option would be partnering with IHS tribal clinics, which could incorporate ACP as part of their existing health promotion activities.
Regardless of the setting, our findings suggest that AI/ANs may be more receptive to ACP if it were presented in a manner consistent with their cultural values. Presenting ACP as an opportunity to ensure that health care providers do not interfere with the natural dying process may be an effective approach, given the widespread wish of elders to avoid overly medicalized and technical interventions at end of life. Emphasizing ACP's ability to support family determination (as opposed to self-determination) may also be attractive to AI/AN elders. In contrast to ACP discussions focused first and foremost on developing written plans for end-of-life care, ACP conversations that support family determination focus on relationships and ensure that both patients and their family members feel loved, cared for, and supported (Johnstone & Kanitsaki, 2009 ). These deeper discussions about relationships with significant others, what it means for death to be dignified, and how one has contributed to his or her community and culture are more likely to produce comprehensive end-of-life plans that reflect the values of AI/AN people and increase the likelihood that care provided at end of life is aligned with the true preferences of elders and their families.
Study Limitations
A number of study limitations warrant attention. First, all data were provided via self-report and, thus, were potentially biased. For example, some participants struggled to recall certain events from the past, and they may have been more likely to share socially desirable information than information that could cause embarrassment to them individually or as a community. Second, although an American Indian researcher recruited participants and conducted the interviews, she was not a member of this particular community; thus, study participants may have been more reluctant to share intimate details about their perspectives on end-oflife issues. Third, financial considerations limited the recruitment and data collection phase of the study to a 3-week period of time during which the first author remained on the reservation, precluding concurrent data collection and analysis. As a result, although we feel confident that sufficient data were collected to develop rich themes that fully addressed our stated study purpose, we cannot rule out the possibility that different findings may have emerged if we had conducted data analysis alongside data collection. Finally, our use of convenience and snowball sampling may have decreased the variation represented in our sample. Elders may have passed along the opportunity to participate in the study to others who were similar to them in terms of life experiences, values, and hopes for the future. As with all non-randomly selected samples, we cannot conclude that the elders who participated in this study necessarily represent the broader community in which they reside.
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